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L 000 INITIAL COMMENTS L 000

 This visit was for a Hospice federal and state 

complaint investigation survey.  

Complaint #s  IN00128016 - Unsubstantiated: 

Allegation did not occur. 

           IN00124006 - Unsubstantiated: Lack 

of sufficient evidence.

Survey date:  5/14/13 - 5/17/13 

Facility #:  009088 

Medicaid Vendor:  200121780A 

Surveyor:  Ingrid Miller, MS, BSN, RN, Public 

Health Nurse Surveyor 

Census:  757 skilled unduplicated admissions for 

past year 

Harbor Light Hospice is in compliance with the 

Conditions of Participation 42 CFR 418.52:  

Patient Rights, 42 CFR 418.54 Initial and 

Comprehensive Assessment as related to these 

complaints, 42 CFR 418.56 Interdisciplinary 

group, care planning, and coordination of 

services, 42 CFR 418.102 Medical Director, and 

42 CFR 418.102 Clinical Records as related to 

these complaints.  
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